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Introduction 
Ureteric obstruction following vascular bypass sur- 
gery, first described by Lytton in 1966,1 may occur 
early or late in the postoperative p riod. The majority 
of reported cases are of resultant unilateral hydro- 
nephrosis; these, however, are usually asymptomatic 
and it is the bilaterally affected group which is symp- 
tomatic; symptoms ranging from loin pain to anuria. 
We present a patient with symptomatic unilateral 
hydronephrosis as a late complication of aorto- 
bifemoral bypass graft. 
were interposed both around the graft limb and be- 
tween graft and ureter and a 22/6 JJ ureteric stent was 
inserted in a retrograde fashion. The nephrostomy 
was removed 6 days postoperatively. An IVU was 
performed 7 weeks later, after removal of the ureteric 
Case Report 
A 63-year-old female presented with an 8-month is- 
tory of symptoms of recurrent urinary tract infections 
with more recent associated s vere left loin and sacral 
back pain. She was a known hypertensive who had 
undergone an aortobifemoral bypass graft 7 years 
previously for occlusive arterial disease l ading to 
symptoms of marked claudication. Intravenous (Fig 
1) and retrograde pyelography revealed a stricture of 
the left ureter at the L4-5 level, with hydro- 
ureteronephrosis proximal to it. ACT scan confirmed 
the position of the stricture as close to a fully patent 
left graft limb with no soft tissue masses adjacent. A
decompressing ephrostomy was performed to protect 
the affected system and relieve worsening symptoms. 
All routine investigations were within normal ranges. 
Ureterolysis was carried out, careful dissection lead- 
ing to release of the ureter tightly fibrosed to the 
posterior aspect of the graft (Fig 2). Omental pedicles 
Fig. 1. Intravenous ureterogram demonstrating a stricture ofthe left 
ureter at L4-5 level with hydroureteronephrosis proximal to it. 
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Fig. 2. Operative findings of an obstructed ureter tightly fibrosed 
to the posterior fthe graft limb. 
stent, which showed no evidence of residual ob- 
struction. Histology of excised tissue revealed evidence 
of chronic inflammatory fibrosis. 
One year later the patient is pain-free and has had 
no further urinary tract infections. 
Discussion 
Since the first report of ureteric obstruction following 
reconstructive vascular surgery a number of ae- 
tiological factors have been proposed. It was initially 
thought that the placement of the graft limbs anterior 
to the ureter led to ureteric ompression between graft 
and atherosclerotic vessels and so obstruction. Sant et 
al. and Bergqvist and Takolander, 3 however, dem- 
onstrated that the risk was comparable whether the 
graft lay anterior or posterior to the ureter. Retro- 
peritoneal or more localised fibrosis have been pro- 
posed as the most common cause, possibly related to 
perioperatve bleeding leading to haematoma for- 
mation, the organisation ofwhich may, in part, indicate 
the pathogenesis of the periureteric f brosis causing 
obstruction. 
This complication provides the clinician with a num- 
ber of surgical options. In the past some have ad- 
vocated nephrectomy asfirst line definitive treatment 4 
especially where there is irreversible renal damage, 
resistant UTI or urinary fistulae. More usually an initial 
nephrostomy, decompressing the affected ureter, is 
followed by ureterolysis which can itself resolve the 
obstruction. Where more dense fibrotic reactions are 
present or if there is ureteric devitalisation, uretero- 
ureterostomy or trans uretero-ureterostomy are op- 
tions. 5Clearly any ureteric anastamosis presents the 
risk of extravasation f urine and therefore graft sepsis, 
a potentially disastrous complication. Therefore, where 
the ureter lies posterior to the graft limb, division and 
re-anastamosis of the graft limb is the better procedure. 
Whether ureterolysis alone is performed or whether 
it is followed by division and re-anastamosis, the 
wrapping of the affected ureter and/or graft in an 
omental sleeve is of proven benefit. Its role in pre- 
venting further fibrotic changes and in more rapid 
sealing of anastamoses, particularly ureteric, being 
well described. 6 Interestingly, the possible use of 
polytetrafluroethylene vascular grafts to wrap the 
ureter has been described, with better long-term 
results than omental wrapping. 7 
This case, therefore, further emphasises the potential 
risks to the ureter during and after retroperitoneal 
dissection; indeed it is to be noted that secondary 
fibrotic ureteric obstruction carries a 10% risk of renal 
loss. 2 Previous reports advocated the need for protocols 
regarding postoperative screening, including in- 
vestigations at 6-8 weeks for early and at 1 year for 
late development. 2 More recent studies, however, have 
described the common resolution of early post- 
operative hydroureteronephrosis within the first year. s 
We would, therefore, suggest a simple ultrasound scan 
of the renal tracts 1 year after aortobifemoral or biiliac 
bypass grafts as a useful, cheap and relevant screen 
for asymptomatic ureteric obstruction. 
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